The growing global aging population is bringing forth challenges and opportunities, as I wrote in my last editorial on reframing Aging (Cacchione, 2018) . As persons age, they often accumulate chronic conditions. The average Medicare recipient in the United States is treated for five or more chronic conditions each year (Thorpe & Howard, 2006) . The United States is not the only country grappling with how to support the health care needs of this population while keeping older adults out of the hospital and safely in the community. This requires addressing not only the management of their chronic conditions but also focusing on the social determinants of health as well, such as access to healthy food, safe transportation, and safe environments.
Nurses are at the forefront of innovation in system change to improve the care of older adults and their family caregivers. Dr. Mary Naylor's (2012) Transitional Care Model (TCM) has improved posthospital care for older adults implementing advanced practice nursing monitoring and visits to decrease adverse events and improve continuity of care. The TCM has decreased rehospitalizations and health care costs while improving patient satisfaction (Naylor, 2012) . Dr. Sarah Szanton's CAPABLE program has kept older adults safe and at home avoiding hospital and nursing home admissions (Szanton, Leff, Wolff, Roberts, & Gitlin, 2016) by providing nursing and occupational therapy visits as well as handyman visits for minor home repairs and modifications. Dr. Kathy Bowles's (2015) data-based solution to improve discharge decisions for hospitalized older adults decreased 30-day rehospitalizations by 12.8% and 60-day rehospitalization by 15.9% in high-risk patients. Dr. Bowles and colleagues leveraged this algorithm into a company RightCare Solutions which has since been sold. These are just a few examples of what nurses can do to improve the outcomes of our growing aging population. Each of these nurses have been recognized by the American Academy of Nurses as Edge Runners-nurse driven interventions that improve health care outcomes, reduce costs, and improve satisfaction (American Academy of Nursing, 2015) .
Each of these nursing approaches took into account more than just the number of chronic conditions the older adult were diagnosed with. These nurses understood that health care was also about what their support system was like and how they got their medications. Could the older adults afford their medications? How did they manage their meals? How did they make and get to their appointments? How did they pay their bills? In other words, these nurses incorporated the older adult's social determinants of health. The social determinants of health are most broadly those living conditions which older adults were born, worked, and aged into and how these conditions impact health outcomes (Wilensky, 2018) .
The U.S. Congress is catching up to the innovations of nurses. In a bipartisan project, The Creating High-quality Results and Outcomes Necessary to Improve Chronic (CHRONIC) Care Act was introduced in April of 2017 and was passed and signed into law on February 9, 2018 (Tumlinson, Burke, & Alkema, 2018) . The co-sponsors of the bill included two republicans (Hatch, Utah; Isakson, Georgia) and two democrats (Warner, Virginia; Wyden, Oregon). This law which was signed into effect as part of the Bipartisan Budget Act of 2018 supports those receiving Medicare and both Medicare and Medicaid (dually eligible) increased eligibility to receive "non-medical benefits" to assist beneficiaries to stay in their home such as grab bars and wheelchair ramps beginning in 2020 (Tumlinson et al., 2018) . In addition, the CHRONIC Care Act allows Accountable Care Organizations' (ACO) expanded use of Telehealth in the home (Congress.Gov., 2018) . The CHRONIC Care Act relies heavily on care coordination and integration to address the complex needs of older adults with multiple chronic conditions within a person-centered approach. In addition, the CHRONIC Care Act supports a single pathway for grievances and appeals (Tumlinson et al., 2018) . This appeals process provides an important means to empower beneficiaries.
Nursing will continue to play an important role in the implementation of the CHRONIC Care Act for those on Medicare and those dually eligible. Nurses work closely with the interdisciplinary team and the beneficiary to implement person-centered plans of care to meet the individual's goal of remaining in the community with supports rather than frequent visits to the hospital or moving to the nursing home. Lessons learned from nurses including but not limited to the TCM (Naylor, 2012) , CAPABLE (Szanton et al., 2016) , and RightCare Solutions, a discharge decision support algorithm (Bowles et al., 2015) , can be translated into practice within the CHRONIC Care Act. I look forward to latest nursing and health policy research that will be forthcoming from the implementation of the CHRONIC Care Act.
